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Letters to the Editor 
EVIDENCE-BASED PSYCHIATRY : A 
DISTANT DREAM? 
Sir, 
Evidence-based medicine has become a 
catchphrase in contemporary practice. An 
evidence-based medicine website (www.ebando. 
com/index.htm) has been set up, and an 
evidence-based psychiatry website (www. 
psychiatry.ox.ac.uk/cebmh/journal) as well. 
Evidence-based medical journals are also being 
published. 
A recent editorial on the subject in the 
Indian Journal of Psychiatry (Trivedi,2000) 
notwithstanding, I suggest that there are at least 
three reasons to proceed with caution : 
1. The data which generate evidence-based 
medical recommendations are obtained largely 
from patients who attend research institutions. 
These patients are frequently atypical in many 
ways; for example, drug-refractoriness and 
comorbid Axis 1 and Axis 2 disorders are 
commoner in such patients than in those who 
attend general medical and other facilities. Hence, 
recommendations derived from research on these 
patients cannot always be validly generalized to 
everyday clincial contexts. One example is the 
disappointing performance of antidepressant 
drugs such as mianserin and moclobemide 
despite promising results in Phase III clinical trials. 
2. Evidence is often conflicting. Reviews, 
systematic reviews, and meta-analyses attempt 
to resolve the differences; however, each of 
these methods of analysis has its own strengths 
and weaknesses, and the resulting conclusions 
inevitably suffer bias. One example is the data 
on selegiline for Parkinson's disease. 
3. The results of research are well-known to vary 
as a function of culture and race. Since the bulk 
of clinical evidence is being obtained from the 
developed world, its applicability to the 
developing world should be viewed with caution. 
One example is the role of drug doses; Asians 
appear to require lower doses than Caucasians. 
In conclusion, evidence-based practice in 
psychiatry is workable only when the evidence 
is reliable and valid for the population under 
consideration. It is a matter of regret that little or 
no such evidence is available in Indian contexts. 
' Until such evidence becomes available, practice 
will necessarily be influenced by judgement and 
by clincial experience. 
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UNILATERAL ECT AND DOSING 
Sir, 
The update by Verghese (2000) on 
stimulus dosing with electroconvulsive therapy 
(ECT) would read well with the addition of the 
most recent findings on the subject : In a 
landmark study, Sackeim et al. (2000) presented 
data on 80 patients with major depression who 
had been randomized into one of four groups . 
1. 50% suprathreshold (low dose) right unilateral 
ECT 
2. 150% suprathreshold (moderate dose) right 
unilateral ECT 
3. 500% suprathreshold (high dose) right 
unilateral ECT 
4. 150% suprathreshold bilateral ECT. 
Depression ratings and cognitive 
assessments were conducted before ECT, during 
the ECT course, immediately after the ECT 
course, and two months later. The findings were: 
1. The percentage of responders was similar in 
the high dose unilateral and the bilateral ECT 
groups. 
2. The speed of response was similar in the high 
dose unilateral and the bilateral ECT group. 
3. High dose unilateral and bilateral ECT were 
approximately twice as effective as low and 
moderate dose unilateral ECT. 
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4. During the week after the ECT course, bilateral 
i ECT was associated with significantly greater 
anterograde and retrograde amnesia than any 
dose of unilateral ECT. 
5. Two months after ECT, retrograde amnesia 
was still significantly greatest in patients treated 
with bilateral ECT. 
6. Relapse rates were comparable across 
groups. 
Thus, 500% suprathreshold right unilateral 
ECT is as effective and as efficient as 150% 
suprathreshold bilateral ECT, and also produces 
less cognitive morbidity than the bilateral 
treatment. While high dose unilateral ECT 
produces more cognitive impairment than low 
dose unilateral ECT, the benefits appear to 
clearly favour its use over low dose unilateral 
and bilateral forms of the treatment. 
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IS A GRANDMAL SEIZURE NECESSARY AND 
SUFFICIENT FOR THE EFFICACY OF ECT? 
Sir, 
We read with interest the article by 
Verghese (2000). It is true that stimulus dose in 
ECT relative to patient's seizure threshold has 
bearing both on therapeutic and adverse effect. 
In practice therefore, stimulus dose should be 
individualized. The author refers to the 'half-age' 
method. This' percent-energy' concept is perhaps 
limited to one model of ECT machine. It is also 
doubtful if this applies equally to both unilateral 
(UL) and bilateral (BL) electrode placements. Age 
is by far the most robust predictor of seizure 
threshold and is justified to be used as a variable 
in arriving the dose. We have developed a 
regression equation based on independent 
prospective series of unselected psychiatric 
patients (excluding those on anticonvulsant 
maintenance) (Gangadhar et al ,1998; Girish et 
al.,2000). We determined seizure thresholds by 
individually titrating the dose from the lowest step 
available in the ECT machine (30 mc). In multiple 
repression statistic we found age to account for 
19% of variance in seizure threshold for BLECT 
but smaller (15%) variance for ULECT Head 
measurements inconsistently contributed (only in 
BLECT) and that too to a very small degree (4% 
of variance). For sake of simplicity we have 
constructed regression equations to predict 
threshold using age alone as independent 
variable. The equations are as follows ; 
Threshold BLECT (mc) =1.67 x age + 48.7 
Threshold ULECT (mC)= Exp [age(0.01542) + 
3.667387]. 
When tested, these equations failed in over 
25% patients. It also gives a higher threshold than 
actual in a similar proportion of patients. We 
suggest that a modified formula method be 
adopted. Set the stimulus dose 60 mc below the 
threshold dose estimated from the equations or 
at 30 mc whichever is higher. Increase the 
stimulus dose in step of 30 mc till occurrence of 
adequate seizure (threshold) Later set the dose 
at 150% of the threshold for BLECT and 250% of 
the threshold for ULECT Computerized ECT 
systems are today available to incorporate these 
equations and guide the psychiatrist through the 
steps for ECT stimulation. 
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